
 

Please provide the following information and return with your completed VA Form 10-10 EZ. 

Veteran’s name: ________________________________________________________________ 

Veteran’s Social Security #: _______________________________________________________ 

Veteran’s Date of Birth: ____________________ Date of Retirement: _____________________ 

(1) Health Insurance Company Name: ______________________________________________ 

Insurance Company’s Address: ____________________________________________________ 

Policy #: ______________________________________________________________________ 

(2) Health Insurance Company Name: ______________________________________________ 

Insurance Company’s Address: ____________________________________________________ 

Policy #: ______________________________________________________________________ 

Spouse’s Name: ________________________________________________________________ 

Spouse’s Social Security #: _______________________________________________________ 

Spouse’s Date of Birth: __________________________________________________________ 

Date of Marriage: _______________________________________________________________ 

Date Marriage ended (if applicable): ________________________________________________ 

 Death         Divorce 

Name, address and relationship of next of kin: 

 

Name:________________________________________________________________________ 

Address:______________________________________________________________________ 

Home Phone: (______)_____________________    Cell (______)________________________ 

Emergency Contact: 

Name :________________________________________________________________________ 

Address: ______________________________________________________________________ 

Home Phone: (______)_____________________    Cell (______)________________________ 

GENERAL INFORMATION FORM 


